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Introduction: Endoscopic scoliosis correction plays an important part in the surgical options 
available for treating adolescent idiopathic scoliosis.  However, there is a paucity of literature 
examining optimum methods of analgesia following this type of surgery.  The role of intrapleural 
analgesia is examined and described. 
 
Methods: A retrospective review of 32 patients undergoing endoscopic scoliosis correction for 
adolescent idiopathic scoliosis was performed.  All patients received an intrapleural catheter, 
inserted at the time of surgery, in addition to patient-controlled opiate analgesia and oral 
analgesia.  Post-operatively, patients received a bolus of 0.25% bupivacaine every four hours via 
the intrapleural catheter.  Visual analogue pain scale scores were collected at the time of local 
anaesthetic administration and at one hour after administration.  Use of other analgesia and 
related complications were recorded. 
 
Results: 28 female and 4 male patients with adolescent idiopathic scoliosis and a mean age of 
13.9 yrs (range 11-18) received an intrapleural catheter following endoscopic scoliosis 
correction.  There were 230 boluses of local anaesthetic administered via intrapleural catheter for 
between 24 and 96 hours.  Pain scores significantly decreased following administration of a 
bolus (p<0.0001). Use of patient-controlled analgesia decreased on a daily basis during the 
immediate post-operative period but these changes were not associated with intrapleural catheter 
boluses.  One catheter required early removal due to leakage; there were no other associated 
complications. 
 
Conclusions: Local anaesthetic administration via an intrapleural catheter is a safe and effective 
method of analgesia following endoscopic scoliosis correction.  Post-operative pain following 
anterior scoliosis correction can be reduced to ‘mild’ levels by combined analgesia regimes.  
Surgeons may wish to expand its use into open or minimally invasive anterior scoliosis 
correction or anterior releases. 
 
